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Recent statistics from the Department of Health and Human
Services report that 50% of the premature mortality in our
society is due to adverse life-style habits and 20%o is due to
environmental factors such as pollution (including second-
hand smoke), falls or accidents. Only 20% of premature
deaths are due to hereditary factors and a small 10% are due
to failure of the medical treatment system to correct poten-
tially correctable diseases (I).
The physician, since antiquity, has been granted special
privileges by society and in return society expects_ the
physician to treat his or her patients with beneficence .
Therefore, the public expects that the physician will act on
behalf of, in the interest of or as an advocate of the patient
even if the patient does not possess the knowledge required
to make the proper judgment as to what he or she should do
.
It is this code of conduct embracing beneficence and its
application throughout the career of an individual that is the
single distinguishing characteristic differentiating a profes-
sional physician from a businessperson or craftsperson . It
follows that if a physician is to deserve the exalted statute
granted by society, he or she must have as a major concern,
regardless of the degree of specialization or even subspecial-
ization, the adoption by all of his or her patients of a
life-style likely to minimize the development or progression,
or both, of degenerative diseases that will lead to premature
morbidity or mortality. Such an approach is patently logical
for, after all, adverse life-styles cause many more deaths
than do conditions that doctors can correct by a specific
medical or surgical therapy (I) .
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How does the physician encourage a patient to adopt a
life-style designed to minimize disease and promote wellness?
Encouraging Attitude Changes in Individual
Patients and the Public
First, the patient cannot be considered as a passive
recipient of medical care but must be recognized as an
active, scif-responsible participant. Fu ther more, the patient
must be made to appreciate that he or she need not be a
passive victim of health problems. Past efforts designed to
encourage the public to seek wellness have been fruitful
(2)
.
In many regards, the public is ahead of the medical profes-
sion is striving for wellness . Never before have more indi-
viduals been actively working for wellness . It is estimated
that 3 in 10 citizens in this country are on a diet . . . 4 in 5
exercise at least twice a week . Only 3 in 10 still smoke, but
of those who do, 3 in 5 have attempted to stop or have cut
down in the past year (3). As physicians we must applaud
and accelerate the recognition by the public that, "It is what
you do, hour by hour, day by day, that largely determines
the state of your health, whether you get sick, what you get
sick with and perhaps when you die
." (4)
.
But such efforts to establish and encourage positive
attitudes toward wellness should not be directed by the
doctor solely to the patient in the office . They should be
directed to the public at large. In matters of h ealth . as
in
other matters of living, the individual is a great copier. It is
easier to get individuals to change their ways if the change
will make them more like their neighbors
. So the physician,
regardless of his or her specialty or subspecialty, should be
a public spokesperson for health .
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Focusing on Generic Wellness
Second, the physician, regardless of how specialized,
should not focus simply on diseases commonly treated by his
or her specialty but rather on the benefits of holistic or
generic wellness . For example, cigarette smoking contrib
.
Uses to 30% of deaths due It; cardiovascular disease, 30% of
deaths due to cancer and 311% of deaths due to respiratory
disease for a total of 22% of alt the deaths in the population
.
Should not orthopedic surgeons or rheumatologists strive to
persuade their patients to stop smoking? Dietary excess,
mostly excess fats and calories, contributes to another 22%
of the total mortality by deaths from not only coronary heart
disease, but also cancer of the breast, the colon and other
structures (5) . Should not all physicians encourage their
individual patients to attain and maintain an ideal body
weight . . .
and see that they do? The cardiovascular surgeon
should even be concerned about preventing osteoporosis in
the postmenopausal woman whose coronary arteries he or
she has bypassed
. For after all, the patient with a chronic
backache is not likely to engage in a highly important
exercise program
. Controlling risk factors for atherosclero-
sis will ensure graft patency for a longer period of time . Both
the cardiovascular surgeon and the cardiologist should be
caring enough to be
concerned about correction of the
postmenopausal estrogen decline that induces a rise in LDLf
cholesterol and a decline in HDLf cholesterol
(6). In so
doing, they may slow the development of postmenopausal
osteoporosis
. But if estrogens are administered to correct
these changes and reduce the risk of progressive atheroscle-
rosis, the cardiologists and cardiovascular surgeon must be
concerned that the progesterone added to minimize the risk
of endometrial cancer is a 17-hydroxy rather than a 19-nor
compound
. The 19-nor synthetic progestins have been dem-
onstrated to lower HDL and elevate LDL cholesterol, and it
has been concluded that the increased incidence of coronary
artery disease among premenopausal oral contraceptive us-
ers is due to the progesterone ingestion rather than to the
estrogen .
Insistence on Changes in Habits
Third, despite the new attitude of self-determination,
many individuals still turn to the physician for medical
advice about changes in life-style and health habits
. Despite
the criticism of physicians and the almost universal malprac-
tice crisis, public opinion polls still show that patients have
great respect for their personal physician . There is also a fear
on the part of many of losing their doctor if they do not
follow his or her instructions (7) . This fear of abandonment
makrs many patients willing to comply with the physician's
wishes because they think that if they do not do as advised,
they will not continue to be treated with favor
. In my
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judgment, physicians do not insist strongly enough that
patients change habits that threaten their health .
Believing this to be so, I have established a policy in my
own practice of refusing to care for a patient with significant
heart disease who continues to smoke . Smokers with heart
disease are informed at the first contact that they will not be
abandoned during the immediate illness or evaluation, but if
they continue to smoke, they must find another physician .
Many physicians will not agree with such a policy or
practice .* They say that patients must be free to live
according to their own preferences and that physicians must
be all-accepting . But physicians cannot, in good faith, min-
imize to patients the seriousness of smoking as a major and
significant contributor to cardiovascular disease and other
diseases, not just in the patients but in the persons with
whom they are in contact through secondhand smoke .
Patients are done a disservice when the habit is condoned or
even tolerated by physicians. Therefore, I take advantage of
the recognized fear of losing one's doctor to make the patient
accept that, "As of today, l am an ex-smoker ."
Although I can be persuasive, in my judgment no one can
be as persuasive as the surgeon preparing to operate on the
heart of a patient . . . or the cardiologist planning to dilate a
coronary artery . . . or either after the goal has been suc-
cessfully accomplished. These physicians can be even more
persuasive in months after the procedure when the patient is
again active .
Creating an Environment for Health
Fourth, the individuals on the doctor's office staff should
all have similar commitments to good health . The office and
the surrounding facility should be smoke-free. The nursing
and secretarial personnel should be physically alert and trim,
not obese. The waiting rooms should be learning centers and
he supplied with reading material, handouts, video tapes and
other teaching tapes
. An effort should be made to persuade
office personnel to recognize positive health accomplish-
ments. It is not unreasonable for the receptionist to tell a
man who has recently stopped smoking that "he smells
good" or a woman who has lost considerable weight that she
"appears stylish." Health letters sent to the patients, by
'This approach to the smoker differs from the recommendalmns by
Konke et al. in this publication. My approach is not recommended for all
physicians in the community but, in myjadgment . such a publicized attitude
by 'same physicians in the ca unity is useful in efforts to make the
community smoke-free
. I would agree with Kottke el al . that the physician
should usually offer help or guidance to the patient and leave the final decision
of
acceptance to the patient. But 1 would emphasize that smoking, because of
the direct hazard of secondhand smoke on the rights of those in the smokers
environment,
is
different from most other adverse lifestyles engaced in by our
patients. Whereas
am might tolerate, but not condone . a personal incinerator
with which to bum trash and leaves in a community where each residence
occupied an acre tat, .such a practice would he unacceptable and forbidden in
a community with each residence occupying a lot only So feet wide .
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putting them in the envelopes with bills or appointment
reminders can have a positive influence on patients . Notices
or announcements about health-oriented lectures and other
programs have a similar effect .
Rewarding Change
Fifth, the patient should be rewarded by the physician for
accomplishments . For example, the patient who was mark-
edly overweight, hypertensive, diabetic and unable to exer-
cise but after many monthly visits lost considerable weight
and no longer required medication for blood pressure or
diabetes should be told that he or she can come every 3 or 4
months rather than every month.
Providing "Quality Time" for Risk
Factor Modification
Sixth, the physician should use the services of others,
such as dieticians, rehabilitation agencies and smoking inter-
vention centers . But these programs are useless unless the
physician is intimately involved with their initiation and
continued evaluation . Many cardiologists take great pride in
referring 90% of their patients to a rehabilitation program,
but give little "important time" to the patient regarding
behavior modification. Everything is done in a hurry and
then "on to the next patient or next procedure ." Such a
practice does not imply beneficence . Such actions constitute
delivering health care rather than practicing medicine (8) .
This is unfortunate because, in years to come, whether the
surgeon did the patient a real service will depend on whether
the patency of the grafts has persisted . Similarly, the service
done by the angioplaster will depend on the speed of
progression of the atherosclerotic process. Both ofthese are
directly related to the presence, intensity and persistence of
well known risk factors. Modification of such risk factors is
too important to leave to the uncertainties of
an occasional,
casual follow-up
visit
.
Should not the invasive cardiologist and the cardiovascu-
lar surgeon have great interest in risk factor modification?
After all, it can determine whether there will be early or late
graft or vessel closure . Could they not have a most persua-
sive effect on the patient? But how many do?
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Changing the Fee Structure
Is it possible that these operating or invasive practitioners
would have a greater personal commitment to ensure that
risk factors were modified if a half or so of the large
professional fee charged for the procedure was placed in
escrow to be paid over several years for "quality time"
spent by the invasive physician in maximizing the effects of
risk factor modification in the patient whose heart they bad
invaded?
Risk fn
e
tur
rnodificetion is everyone's job
.
Invasive phy-
sicians must pause long enough between procedures to
spend meaningful time over a temporarily long period of time
if they are to have a significant influence on the process
.
They need to reinforce the efforts of the cardiologist or the
primary care physician . How many invasive cardiologists
and surgeons spend such time? If it was to their financial
advantage, by collecting "the tail" of their professional fee
over time, is it possible that there would be more interest in
the process? Possibly, the nonprocedure-performing physi-
cians can stimulate such action by appropriate comments at
the time of referral .
I thank Sveie Bumette and Adrienne Southeda d. The walson Clink.
lakeland . Florida for their untiring assistance in the preparation o` this
manuscript .
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